Vaccine Screening Questionnaire for Rotavirus Infection
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Body Temperature before interview °c
ERADKER
Address Tel:
£ e
Child's Name M / / (yy/mm/dd)
(1% AD&H 2 D;,tft;f (%#/R/8)
Parent/Guardian’'s Name F Eﬁ_nl:ﬁ = ( weeks and  days after birth)
REFEDOAT kS (H&E & B#%)
= N Hospital Check
BEEAERRALTESLY, . . y =
Dates of Rotavirus Inoculation First Second Third Eﬁ#ﬁfﬁ;ﬂ)ﬂ#ﬁﬂ
a%)yo R (11l) LR HAE24E0REFET / /
Rotarix (monovalent) to be completed by 24 weeks and 0 day after birth (mm/dd) (mm/dd)
O4%7v9 (5fff) =EHR H4E2ZEBERET / / /
RotaTeq (pentavalent) to be completed by 32 weeks and 0 day after birth (mm/dd) (mm/dd) (mm/dd)

In case of the first vaccination for rotavirus infection, was the child not over 14 weeks and 6 days old after birth?

Or, has there been an interval of 27 days or more after the previous rotavirus vaccination? (These are for the

medical institution to confirm.)

1EEDEE. ABNHE14E6BREBECLVENIEEZHEELELED, T, BIEOEENS27TA L EDH

RABHNTNDEEHRLELI=A, (ERMBID AN THERZEN),

Questionnaire for Vaccination Answer Doctor's comment
BMEE EIE=% E&hEE AR

Have you read the document (sent to you previously by Sapporo City) explaining the
vaccination that will be administered today and understood it? Yes No
SHRZITA5FHEEICOVWTHIRTASELN TWARBEANXEESA. BfELEL: [&Ly (AYAV-4
75\0
Have you received the explanation about intussusception (or read the document by

. . Yes No
Sapporo City) and understood it? [£0 LNE
BEREICOVWTCHRAZZ (T (FIEAIRTI L DORAXEESH)  BELELD,
Please answer the following questions about the child.
HEEOBEFSADRBREIZOVTHETRLET,
Birth weight Did the child have any abnormal findings at delivery? Yes No
HERE SEEFICEELAHYELID, Hot= otz
( ) Did the child have any abnormal findings after birth? Yes No

€ HERICEELAHBYELE=D, Hot-= ot
Was any abnormality identified at an infant health check? Yes No
ALRBEZTEELAHLLELDONIENHYETH, Hb A A
Is the child sick today? 4 BAICEEGHTEBNESAIEHYETH, v \
es o

If so, describe the nature of the illness. ( ) =AY (RYRY-4
BERMGEREELTZEL, ( )
Has the child been ill in the past month?
Esiﬁ1 ’TH um(:;ﬁﬁ':b\b\uibf:b\o Yes No
Disease name ( ) [&LY Wi
R4 ( )
Has any family member or friend of the child had measles, rubella, chickenpox or mumps
in the past month?
17 AURICRECRZICFS (ELH) . BB, KE (KIESED) . B-5<BMGED Yes No
AROADNELID, (&L LVE
Disease name ( )
fm ( )
Has the child been vaccinated in the past month?
1"7'H um'z%w]—*%*iﬁg(fibf:b\o Yes No
Vaccine name ( ) date ( ) (LY LWE
FhhiEER ) ZIT1=8
Has the child ever experienced intussusception or has he/she have any congenital GI
tract disorder which have not been cured?
* If the response is yes, the child cannot receive the rotavirus vaccine.. Yes No
NETIIBEREICH-2ENHYFET I, Fd. BEEETLTLVEVEXRMEHE (A ARV
ILEREESNHYETH,
* ZDHE. A VLAV IFUDERBIEERETEEE A,




Has the child been diagnosed with an immunodeficiency? Has he/she ever suffered from
infectious diseases such as pneumonia or otitis media, or repeatedly had diarrhea? Has
his/her weight increase been slow?

*The child may not be able to receive the rotavirus vaccination. ;es\ \N?_
CNETICREFRLEBUENTOETH, T3, R OTERGEQOBRREOTH | 0 LA
FRYBRLEY . AEDEZANENMYLEIELRBHYETH,
XOADAILRTIFUDEBENERTERENIELHYET,

Does the child have a congenital anomaly, gastrointestinal disturbance, heart, kidney,
liver, a neurological disorder, or any other diseases for which you have consulted a

doctor?
ZOM. SETICEXRMEE. BHRES. DiE. BiE. iFiE. K, zothoBmsich Yes No
MY, BERDBEERITTVET D, [ (AYRY-4
Disease name ( )
e
Where relevant, did the doctor who manages the above disease agree with today’s

N Yes No
vaccination? (£ WLV
ZORKRELTEOH>TVWAEMICS BDFHEEZZ T TINELDRELRD,
Has the child had a seizure (spasm or fit) in the past?
VEDIF(IFVRA)EBLICEAHYET H, Yes No

[[={A [A1AY-4

If so, at what age did it occur? ( ) months old + BB
If you answered “yes” to the preceding question, did the child have a fever at that time? Yes No
ZTREEHMNHELE=D, [={A (AIAV-4

Has the child ever had a rash or urticaria (hives or 'nettle rash’) as a reaction to
medications or food; or become ill after eating certain foods or receiving certain
medications? Yes No

Name of medicine/food ( ) [={A (AIAY-4
EOBRTHBICRBOCAELAN Y, ADBANEE 1S EnBYETH.
E-BERE
Does the child have a family member or relative with a congenital immunodeficiency? Yes No
FREICARERBEFELZEINTODSAIEWLETH, (YA (RYAV4
Has the child had a serious reaction to a vaccine in the past?
ChETICTHEBERFTEANEM o= EFHYET . Yes No
Vaccine name ( ) [&Ly LR
F IR
Has any family member or relative of the child had a serious reaction to a vaccine in the
el e
EEEIC T EEEZH TREANERSEARVET D, &
Did the mother receive an immunosuppressive drug during pregnancy?
Drug name ( ) Yes No
BHRAERPICERELZINGTLIEDHRELZITELM, (=Y (AYRY-
-3
Has the child ever received a transfusion of blood or blood products, or been given a

. L Yes No
medicine called gamma globulin in the past? (£ DL
SNETICEMBH BN EH YT OT ) DEHERIFELD, X
Do you have any questions about today’s vaccination? Yes No
SBEOFHERICOVTERAHYET H, =4 ARV
Doctor's comment:
E BT 52 AR

Based on the above answers and the results of interview, I have decided that the child (can / should not) receive a vaccination today.
I have explained to the parent/guardian the information concerning the benefits and side effects of the vaccination (especially
intussusception) and the support provided to people who have had adverse events associated with vaccination.
DEDOMEZRUZROHER. SHOFHEREIL( ERETES-REbERANKL ) EHIBHLES,

REFICHLT, FHEEOMR. BIRIG FICHEERE) RU FHEERBEHERERNEIC OV T HBAZLEL,

Signature or Name and Seal of Doctor:

EERTE B XITFE 4 HHED

The child has been interviewed by the doctor, and information concerning the benefits, objectives, and risks including serious side
effects (especially intussusception) of the vaccination has been explained to me by the doctor, as has the nature of support provided
if adverse events occur. I believe that I understand this information. I (do / do not)* give consent for the child to be vaccinated.
*Please circle your choice.

ERMDOZR-FHAZZT. FHIEBOMNROCEMN., EELRIRE FICIHERIE) OREEE. FHEBERBRHEERFHELZEIZDOND
THEMBLE-LT EETLILC (RAELEFT -RELFEA ) XN 2Z0OHRDEELNEOTHATZELY,

This screening questionnaire is used to improve the safety of vaccinations. I understand the above and agree that this questionnaire
can be submitted to Sapporo city.

COFZEN. FHEEOREMOERZAMELTVNSILEZERD L AFREMIRTIIRHSWAZLICAELET .

Signature of Parent / Guardian:

REEHEE




Vaccine name Dosage Institution/Doctor’'s Name/Date Administered
ERTOFU4 ERE=E EiEGT- EM4L-EEFEAR
Vaccine Name Oral intake #20{£HY Inetituti
DOF% nstitution
Lot. No. ERIGFT
[Caution] Rotarix RotaTeq |Doctor's Name
Confirm that the expiration date of the ARYyHY R O4%7yy |ERA N
vaccine is valid. 1.5ml 2ml Date Administered / /
GE) BHARHER (yy/mm/dd)
: : wEEER 4M & A B
Doctor's comment
EERREAM

[Note] Gamma globulin is a blood product that is injected to prevent infections, such as type A hepatitis, and to treat severe

infections. Live vaccines (for example, measles vaccine) are occasionally less effective in people who have received this product in

the preceding 3 to 6 months.
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